As the prevalence of Alzheimer disease and related dementias increases, dementia-related behavioral symptoms present growing threats to care quality and safety of older adults across care settings. Behavioral and psychological symptoms of dementia (BPSD) such as agitation, aggression, and resistance to care occur in nearly all individuals over the course of their illness. In inpatient care settings, if not appropriately treated, BPSD can result in care complications, increased length of stay, dissatisfaction with care, and caregiver stress and injury. Although evidence-based, nonpharmacological approaches to treating BPSD exist, their implementation into acute care has been thwarted by limited nursing staff expertise in behavioral health, and a lack of consistent approaches to integrate behavioral health expertise into medically focused inpatient care settings. This article describes the core components of one evidence-based approach to integrating behavioral health expertise into dementia care. This approach, called STAR-VA, was implemented in Veterans' Health Administration community living centers (nursing homes). It has demonstrated effectiveness in reducing the severity and frequency of BPSD, while improving staff knowledge and skills in caring for people with dementia. The potential for adapting this approach in acute care settings is discussed, along with key lessons learned regarding opportunities for nursing leadership to ensure consistent implementation and sustainability. 
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and behavioral changes that characterize this disease, particularly when hospitalized. [1] [2] [3] Dementia refers to a group of age-related, chronic, progressive neurological disorders that impair cognition in multiple domains and interfere with daily function. In addition to declines in memory, language, visualperceptual, and/or executive functioning, individuals with dementia almost universally experience behavioral or psychological symptoms of dementia (BPSD) that include, among others, apathy, agitation, aggression, and resistance to needed personal care. 4, 5 As the population ages, the prevalence of dementia is growing in the United States, 6 affecting an estimated 14.7% of those older than 70 years. 7 On average, people with Alzheimer disease, the most common cause of dementia, live 10 years following their diagnosis, and they are 2 to 3 times more likely than those without dementia to be hospitalized. 8 Thus, hospital staff will care for increasing numbers of patients with dementia and will face substantial challenges unless behavioral health expertise is integrated into care.
Behavioral or psychological symptoms of dementia often worsen during a hospitalization, [1] [2] [3] due to challenges faced by people with memory loss, impaired executive functioning, and reduced impulse control when confronted with an unfamiliar environment, disruption of routines, procedures that may cause discomfort, and difficulty communicating needs to unfamiliar caregivers. In addition, coexisting acute illness may precipitate delirium, a syndrome distinct from dementia, yet more commonly occurring in people with dementia that results in altered attention, disorganized thinking, and fluctuating cognitive function. 9 Both delirium and poorly controlled BPSD during hospitalization can lead to increased patient distress, interruptions in therapy, likelihood of complications, increased length of stay, patient and staff safety risks, and family distress. 1, 10 A growing body of evidence from studies conducted in community and residential long-term care settings suggests that BPSD should most often be managed with nonpharmacological approaches. 5, 11 Antipsychotic and sedative/hypnotic medications, the traditional mainstay of treatment for BPSD, have limited efficacy and a high risk of adverse side effects. These include increased risk of falls, and, for antipsychotics, an increased risk of stroke, and death. 5, 12 Successful implementation of nonpharmacological therapies requires that caregiving staff modify their care techniques to help the person with dementia compensate for cognitive deficits, 12-14 using person-centered approaches to care. Although nonpharmacological approaches to BPSD have not been studied extensively in acute care, the core elements of these approaches, if implemented with an understanding of the unique attributes of acute care, 15 hold great potential for improving outcomes for people with dementia who require hospitalization.
This article describes the core components of 1 evidence-based approach to integrating behavioral health expertise into dementia care implemented in Veterans Health Administration (VHA) community living centers (CLCs) (nursing home care). These programs have demonstrated effectiveness in reducing the severity and frequency of BPSD, while improving staff knowledge and skills in caring for people with dementia. This approach was adapted specifically for the VHA from the Staff Training in Assisted living Residences (STAR) program 16, 17 and is known as STAR-VA. We also discuss the potential for adapting this staff training approach to acute care.
UNDERSTANDING THE COMPLEXITY OF BPSD
A complex set of contributors typically underlies BPSD. Therefore, successful assessment and management require an interprofessional approach that integrates nursing, medical, and behavioral health expertise with knowledge of dementia. In addition to memory loss, people with dementia suffer from a variety of neurocognitive impairments, including difficulties in higher-order thinking 246 NURSING ADMINISTRATION QUARTERLY/JULY-SEPTEMBER 2016 such as setting goals, following complex instructions, problem solving, and exercising judgment. They also develop difficulties with basic abilities needed to interpret visual and auditory stimuli, have impaired ability to communicate their needs, and difficulty controlling impulses. Behavioral or psychological symptoms of dementia are a consequence of 1 or more interrelated factors: neuronal degeneration affecting the range of functions just described; additional intrapersonal medical or psychological factors that the person with dementia may have difficulty communicating, such as illness-related discomfort or fear; caregiver factors that affect communication with the person with dementia; and environmental factors that may cause stress.
5,18
Caregivers who do not recognize the effects of dementia on communication, behavior, and function may fail to recognize unmet needs, further contributing to BPSD. Moreover, caregivers may actually trigger symptoms by using caregiving approaches that frustrate or frighten the person with dementia by overwhelming his or her cognitive or functional abilities, or by inadvertently stimulating negative emotions related to fear or discomfort during caregiving tasks. 13, 18, 19 Understanding factors that influence BPSD is essential knowledge for acute care staff so they can develop an effective, nonpharmacological treatment plan.
Specific challenges in acute care
The acute care environment presents particular challenges for older adults with dementia, owing to their diminished ability to communicate 20 and their reduced ability to process and interpret stimuli from new environments. 18 Features of acute care that tend to worsen BPSD include an environment that presents high levels of auditory and visual stimulation, demands to interact with many different staff in the process of receiving care, interruptions in customary routines, and challenges interpreting meaning of medical or nursing care interventions. In addition, the tendency for highly specialized medical care to focus narrowly on the admitting diagnosis, rather taking into account complex comorbid illness and social situations that influence the health status of the person with dementia and their family, sets the stage for staff to overlook important contributors to BPSD during the hospital stay.
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Illustrative case example
Consider the experience of a person with moderate-stage Alzheimer disease who, among her cognitive limitations, has difficulty with language comprehension and expression. When she is hospitalized and experiences pain, either due to a chronic problem, such as osteoarthritis, or due to an acute problem such as urinary retention, the only means she may have of communicating her pain is to yell out, to speak in a manner that is seemingly incoherent, or to resist care. These are all common BPSD. Under traditional models of care, when staff members lack an understanding of the factors that underlie BPSD, or lack the necessary expertise to investigate and treat the underlying causes, they typically interpret these behaviors as psychiatric symptoms (agitation) to be suppressed with psychoactive medicine. The patient may then continue to suffer from pain, perhaps more quietly or with less disruption to care routines, but without needed pain relief. In contrast, when staff recognize the patient's BPSD as signifying one or more unmet needs, they can conduct a more systematic assessment of the patient, directed at identifying and treating the root cause. 21 The patient is then likely to experience more lasting relief of multiple symptoms without the risk of side effects from unnecessary medication.
Evidence-based management of BPSD
Although to date there has been limited research examining the efficacy of treatment strategies for BPSD in acute care settings, careful analysis of research outcomes from the large and growing literature on nonpharmacological interventions in community and long-term care settings can be used to generate an evidence-informed set of approaches
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247 for acute care. Considering evidence developed in alternative care settings is consistent with Centers for Medicare and Medicaid priorities to focus on person-centered approaches to care that provide consistency across the care spectrum. 22 Systematic reviews of nonpharmacological intervention studies find variable evidence of efficacy and effectiveness. Evidence-based nonpharmacological approaches fall into 2 major categories: (1) simple interventions designed to promote comfort and cooperation with care and (2) multicomponent behavioral intervention approaches. Some simple interventions, such as the use of comforting touch in combination with encouragement to eat, or use of hand massage along with relaxing music, have been demonstrated to cause improvements in important outcomes such as oral intake or agitation. 12 These are consistent with good basic nursing care approaches. The evidence base is stronger for multicomponent behavioral approaches tailored to the person with dementia's specific behaviors, personality, level of cognitive function, and personal preferences. These approaches typically involve advanced assessment and behavioral management skills. 12 Although each of the multicomponent intervention studies uses a slightly different set of approaches, core elements among them include careful assessment of behaviors, contributing factors, and development of an individualized treatment plan--in short, a person-centered, systematic approach to investigating and treating contributors to BPSD.
Kales and colleagues 5 convened an interprofessional consensus panel that endorsed a framework to guide management of BPSD, regardless of care setting. This framework is known as DICE: Describe, Investigate, Create, and Evaluate. 5, 23 The model assumes that clinical staff understand the interacting factors that can contribute to BPSD. Each sequential step guides a caregiving team in developing and evaluating a care plan. The first step is to describe the behavior of concern and its context in detailed terms. Oftentimes, a team might say, "we need to deal with this agitated behavior," which is not helpful in understanding what exactly is happening, when, where, and with whom, and for whom it is a problem. This step is important because not all BPSD are troublesome. For example, in one prospective study of BPSD in acute care, only 17% of the symptoms identified on admission were classified as "troublesome." 2 Following a careful description of the behavior, the next step is to investigate its multiple possible contributors. These may be the patient (e.g., medical, medication, sleep, unmet needs), caregiver, and environmental factors. The third step entails creating a plan to intervene with the patient, caregiver, and/or the environment, to modify the suspected causes of the BPSD. Finally, staff evaluates to what extent interventions are effective and modify the plan accordingly. At each step, the team may consider psychotropic drug use if there are imminent safety concerns, or if treatment of underlying psychiatric conditions such as depression or psychosis is indicated.
Implementing an interprofessional, evidenced-based BPSD intervention in VHA
Over the past 5 years, VHA has implemented an interprofessional, behavioral intervention to reduce BPSD in 68 of its 1341 CLCs, adapted from Teri and colleagues' 17, 24 "STAR" (Staff Training in Assisted Living Residences) intervention. STAR is a multicomponent intervention that includes systematic assessment and individualized approaches to manage and prevent BPSD and is among the most extensively studied of the nonpharmacological interventions. STAR has been successfully implemented in diverse care settings, with consistently positive results obtained under both research and "real world" circumstances. STAR-VA development has been guided by principles from implementation science, 25 including (1) specifying core components of a research-based intervention to be translated into practice, (2) adapting the intervention to be consistent with the organization's culture and practices without 248 NURSING ADMINISTRATION QUARTERLY/JULY-SEPTEMBER 2016 altering core components, (3) ensuring alignment with broader organizational goals, (4) conducting training in a manner that is consistent with evidence-based instructional approaches, and (5) monitoring implementation to ensure that each component is delivered as designed. These processes, particularly aligning the program with leadership goals, implementing staff training, and conducting program evaluation, provide a useful example of how research evidence for BPSD management can be adapted for a new setting of care and sustainably implemented, with positive outcomes for both patients and staff.
Core components of STAR-VA
The core components of STAR-VA include behavioral analysis and care planning, with structured assessment and modification of intrapersonal, interpersonal, or environmental activators of behaviors and consequences that may reinforce or worsen those behaviors, also known as the "ABC" approach; integration of individualized pleasant events into daily care; and promotion of realistic expectations of individuals with dementia and the use of enhanced verbal and nonverbal communication strategies that take into account common impairments associated with dementia, including a technique called "Listen with respect, comfort, and redirect." With this care approach, residents experience decreased frequency and severity of target behaviors, as well as decreased symptoms of depression and anxiety, while staff report increased confidence and positive program impact.
16
Interprofessional staff training to manage BPSD in STAR-VA The STAR-VA training program was initiated by VHA Mental Health Services in 2010 and has been expanded since then in collaboration with leaders from 3 program offices: Geriatrics and Extended Care, Nursing Services, and Mental Health Operations. This is consistent with national efforts to improve person-centered dementia care in nursing homes and to reduce the inappropriate use of antipsychotic medications. 26 The training program was modeled after the VHA national competency and evidence-based psychotherapy training programs. 27 Those include experientially based training followed by weekly, telephone-based consultation over 6 months with expert training consultants during implementation of new care techniques. Four competency domains were addressed during STAR-VA training:
• practice, to ensure consistent implementation of the behavior plan, modifying as indicated by the patient's response. A STAR-VA leadership team, composed of a psychologist, psychiatrist, or psychiatric mental-health nurse practitioner who served as the STAR-VA "Behavioral Coordinator" (BC) and a registered nurse (RN) who served as the STAR-VA "Nurse Champion," was recruited from each site. Each dyad attended an intensive, 2 1 / 2 -day clinical workshop that included didactic presentations, small group exercises to practice behavioral assessment and treatment planning skills, and interprofessional teamwork. Training focused on core components of the intervention and strategies for working with the interdisciplinary team for implementing the new care approach. Interprofessional collaboration competencies were emphasized, 28 as were strategies for communicating and collaborating with local leadership. Training was further supported by a detailed intervention manual 29 and a STAR DVD with video clinical vignettes to be used for team training.
During the 6-month follow-up consultation period, each team completed the STAR-VA intervention with at least 4 veterans, submitting weekly behavioral assessment and care plans for consultant review. Behavioral coordinators participated in weekly consultation group conference calls (approximately 4 participants per group) that were led by an expert psychologist STAR-VA training consultant. Nurse champions met monthly under the leadership of STAR-VA nursing faculty. Consultation calls focused on strategies to facilitate engagement of all CLC staff in behavioral assessment, care planning, and implementation, and on acquisition of STAR-VA competencies. Consistent with evidence-based approaches to clinical skill acquisition, 30 training consultants evaluated each participant in their development of intervention competencies. They then provided feedback to facilitate competency attainment.
Feedback obtained regarding veteran and staff response to this training attests to the effectiveness of the approach. As has been previously reported, statistically significant and clinically important reductions in frequency and severity of targeted symptoms were observed during the 6-month training, along with improvements in depression and anxiety. 16 The Figure summarizes changes in severity and frequency of target symptoms observed among veterans during the 2013 and 2014 training cohorts.
Target symptoms were diverse in nature and included verbal or physical aggression, resistance to care, disruptive vocalization, and wandering. On average, there was a 50% to 60% decrease in ratings of severity, and a 40% to 45% decrease in ratings of frequency, with effect sizes of 1.0 or greater. In clinical terms, on average, severity of symptoms decreased from "very severe" to "mild" and frequency was reduced from 3 to 6 times per week to only 1 to 2 times per week. Likewise, there were improvements in staff outcomes. As shown in Table 1 , training was accompanied by sustained increases in staff self-efficacy in implementing behavioral approaches. 
Lessons learned from STAR-VA implementation
Several lessons learned during STAR-VA implementation may inform implementation of evidence-based BPSD management in acute care. The first of these is that an interprofessional approach to implementation is critical, given the complex web of causation that underlies BPSD. STAR-VA builds on the increasingly recognized value of behavioral health integration into medical care that leverages complementary expertise of behavioral and nursing care experts, and their distinctive roles in care as clinicians, teachers, and coaches of other staff. Behavioral health practitioners have advanced expertise in behavioral assessment and coaching for behavior change. Nursing staff have complementary expertise for offering intimate personal care in a supportive, nonthreatening manner that is consistent and predictable. Nurses can benefit when coached by an experienced behavioral analyst. Nurses are also uniquely positioned to observe patients' response to treatment, which is an essential ingredient for behavioral analysis and treatment planning. Each profession can achieve much more by working together.
Another lesson concerned the critical importance of engaging and empowering front line staff to implement behavioral interventions in inpatient care settings. Staff learned that their observations and interactions with patients are critical to behavioral assessment and care planning. Furthermore, they saw that, by developing new skills, they can make an enormous difference in quality of life for veterans with dementia.
In addition, engaging both unit-level and executive-level leadership around shared goals was critical to ensure that staff had adequate time and involvement in learning and implementing a new care approach. Leadership support was also key to integrating STAR-VA techniques into usual care practices. These included supporting modification of electronic health record templates to accommodate behavioral assessments and care plans, introducing behavioral care planning as part of usual team and shift change meetings, and making the STAR-VA model of care part of orientation for new staff.
Modifications of the STAR-VA approach for the acute care setting STAR-VA and other multicomponent approaches to BPSD have been developed outside the acute care setting. As shown in Table 2 , the core components of the program can readily be applied to acute care but require modifications to take into account the medical acuity of the population, rapid pace of care, the hospital care environment, and the availability of mental health professionals. For example, the training model would need modification in acute medical-surgical settings, to accommodate more rapid cycle analysis of patients' behaviors and implementation of approaches. Direct care providers have a higher educational level in the acute care setting and enhanced access to specialty care. The combination of more rapid turnover of patients, and the greater fund of knowledge upon which staff can build would likely accelerate knowledge and skill acquisition, so that training/consultation could be accomplished over a shorter period of time (1-3 months vus 6 months).
DISCUSSION
As the prevalence of dementia increases, acute care staff will find themselves increasingly challenged by patients suffering from BPSD. STAR-VA evaluation data demonstrate the potential for clinically important improvements in BPSD that occur frequently in acute care when teams composed of registered nurses and behavioral health experts are available to assist direct caregivers in developing and implementing nonpharmacological approaches. Although it is not possible to compare these results directly with other studies of nonpharmacological interventions owing to differences in evaluation design and outcome measures, the impact on BPSD is consistent with other studies. 17, 24 Unfortunately, cost-effectiveness studies of STAR-VA and similar interventions do not exist but are an important direction for future work. While evidence-based nonpharmacological interventions for BPSD have been translated to "real-world" care settings, little research exists to guide implementation of such care approaches in acute medical-surgical care.
Implementation of research findings into practice requires careful specification of core components of an intervention, use of active learning approaches to help staff acquire new care competencies, and a robust strategy for linking staff to experts so that new skills are acquired efficiently. It is important that resources are provided so that, as questions arise during implementation, staff can clarify expectations and technique. 25 The STAR-VA training approach uses the principles of successful research implementation to make advanced behavioral health expertise available to all staff on the units where the behavior coordinators and nurse champions practice. By setting the expectation that staff with advanced expertise will model evidence-based care approaches, and coach others in their acquisition and use, even broader impact on staff competence is achieved. Untapped opportunity exists for teams of behavioral health experts and RNs to acquire needed behavioral analysis and treatment planning skills to guide improved management of BPSD in acute care. Lessons learned from implementation of STAR-VA in VHA CLCs can inform adaptation of the approach in the acute care setting.
Although the STAR-VA program was implemented in a system that is rich in behavioral health resources, the expertise and systems of 252 NURSING ADMINISTRATION QUARTERLY/JULY-SEPTEMBER 2016 1, 30 Models to strengthen geriatrics care or behavioral health have been successful in many acute care settings, through the implementation of evidence-based practice protocols, 31, 32 psychiatry consultationliaison models, 33 comanagement inpatient care models, 34 and "acute care for the elderly" units. 35 Equipping staff with necessary expertise will require strong nursing leadership to ensure that sufficient attention is paid to the structures and processes to support staff in acquiring and implementing needed competencies on a consistent basis.
CONCLUSIONS
The growing prevalence of dementia calls for improved approaches to management of BPSD in acute care, building on the growing evidence-base for nonpharmacological approaches. The STAR-VA program has developed a feasible, reproducible, competency-based approach that is associated with improved symptom management and staff self-efficacy. Adapting this approach to acute care will require modification due to the rapid pace of care in the hospital and will require leadership from nurse executives and behavioral experts. Improved access to behavioral health expertise in acute medical-surgical settings holds great promise for improving the management of BPSD and, in turn, the safety and care outcomes for older adults hospitalized with dementia.
